Occult malignancy may come to light as a result of a pulmonary complication, usually but not always due to metastatic spread. We describe a patient with carcinoma of the colon in whom the diagnosis was suggested by an unusual chest infection and pulmonary emboli.
had no other symptoms of note. His past medical history was unremarkable and he was a non-smoker. On examination there was evidence of recent weight loss. His temperature was 40 5°C and his blood pressure 100/60 (normally 140/90) mm Hg, and he had an unproductive cough. There were no other physical signs of note. A chest radiograph with tomograms showed three small, thin walled cavities in the lingula (fig) . The white blood cell count was 18 x 109/l, with 80% polymorphs. Blood cultures grew Clostridium perfringens in both aerobic and anaerobic bottles within 24 hours. At bronchoscopy the bronchial mucosa was diffusely inflamed but no pus was seen. A bronchial aspirate obtained via a sterile catheter yielded a pure growth of C perfringens after 24 hours' anaerobic culture.
He was treated with intravenous benzyl penicillin and within 48 hours was afebrile. Shortly thereafter, however, he developed severe acute bilateral chest pain and became breathless, An electrocardiogram was normal but a ventilation-perfusion lung scan showed perfusion defects in both bases, highly suggestive of pulmonary emboli. Venograms of both legs showed normal appearances. He was given anticoagulant treatment.
It was thought that both the bacteraemia and the pulmonary emboli could be explained by an intestinal lesion. At colonscopy a necrotic polyp was seen in the sigmoid colon and was found to be an adenocarcinoma. At laparotomy three weeks after admission the tumour was found to be associated with a large paracolic abscess. The tumour itself was macroscopically restricted to the intestinal wall. Bacteriological specimens of the abscess were not taken. The abscess was drained and a left hemicolectomy with end to end anastomosis was carried out. The chest radiographic appearances returned to normal, the fever settled and the patient left hospital 15 days after operation.
Discussion
In a patient with clinical features of septicaemia and radiological signs of acute pulmonary cavitation two pnncipal investigations are required: blood culture and direct sampling of the affected area of lung. In this patient the immediate diagnosis of lung abscess was clear, but unexpectedly he had C perfringens in his blood and his lung. In the absence of necrotic flesh, the most likely source of the organism was the large bowel. Suspicion of a pelvic lesion increased when the patient developed bilateral pulmonary emboli without evidence of deep vein thrombosis of the legs. Colonoscopy led quickly to the primary diagnosis and laparotomy revealed the abscess that had undoubtedly caused the bacteraemia and probably also the earlier illness.
Carcinoma of the colon presenting as pulmonary microabscesses and C perfringens septicaemia review of the condition 11 cases were described.6 All had major radiological changes, and in all but one it was thought that the organism had been introduced either by inhalation or by transcutaneous contamination after thoracocentesis. Only two of the 11 patients died. To our knowledge, however, pulmonary microabscesses caused by C perfringens have not previously been described. Clearly, the condition would go undetected if appropriate samples were not taken and this illustrates the value of direct sampling when localised infection of the lung is suspected.
